Aims To assess the sustainability of Screening, Brief Intervention and Referral to Treatment (SBIRT) services after cessation of initial start-up funding. Design Descriptive study with quantitative and qualitative data collected from 34 staff participants from six grantees (comprising 103 sites) funded previously through a large, federally supported SBIRT program. Setting Primary care out-patient clinics and hospitals in the United States. Participants Thirty-four granteerelated staff members, including administrators, evaluators, key stakeholders and SBIRT service providers from six grantees. Measurements Changes to levels and types of service delivery activities after federal funding stopped, alternative sources of funding and obstacles to delivery of services. Findings Of the 103 original sites in the six SBIRT grantee programs, 69 sites continued providing services in some capacity (same as before, reduced, modified or expanded). Most of the 69 sites (67%) adapted and redesigned the delivery of SBIRT services post-initial grant funding. In addition, new sites were added after grant funding ended, bringing the total number of sites to 88. Analysis of participant responses identified four primary factors that influenced SBIRT sustainability: presence of champions, funding availability, systemic change and SBIRT practitioner characteristics. Conclusions Almost 70% of the Screening, Brief Intervention and Referral to Treatment (SBIRT) services in the United States funded initially through a federal program were able to sustain operations after federal funding ceased and some expanded SBIRT services beyond the original sites. The key factors related to sustainability were securing new funding, having champions, adapting and making system changes and managing program staffing challenges.
INTRODUCTION
More than 20 years of research have demonstrated the efficacy of screening and brief intervention (BI) in controlled clinical trials [1] [2] [3] [4] [5] [6] . Despite this extensive research, the dissemination and implementation of the intervention in real-world general medical settings have been examined only recently. Starting in 2003, The US Substance Abuse and Mental Health Services Administration (SAMHSA, Department of Health and Human Services) began funding a series of grants to implement Screening, Brief Intervention and Referral to Treatment (SBIRT) for alcohol and other drugs in a range of medical settings, including outpatient and ambulatory care settings, emergency and trauma departments, and hospital in-patient departments. Under the SAMHSA grants, recipients were required to expand screening and BI services to include referrals to short-term, brief out-patient treatment or traditional specialty alcohol or drug treatment for high-risk users of alcohol and/or drugs. In addition to choosing the setting for implementation, grantee recipients varied in their implementation approach, including the type of providers used to deliver SBIRT (e.g. general medical staff, specialized SBIRT providers), the measures used for screening and the interventions employed for the BI and brief treatments (BT) delivered. The first cohort of grant recipients included six states and two tribal organizations in Alaska that were funded from 2003 to 2008 to implement SBIRT; some grant recipients obtained extensions to that period. This cohort of grantees was also required to plan for program sustainability after the completion of funding and to submit a sustainability plan to funders prior to the end of funding.
Funders are increasingly requiring such plans to help ensure access to services can be sustained over time. The purpose of this study was to assess the extent to which grantees were able to sustain SBIRT services and programs after termination of funding by investigating: (1) whether grant recipients continued to provide SBIRT services and/or whether SBIRT services were implemented in new sites after grant funding ended; (2) the structure of SBIRT service delivery at sustained and new SBIRT sites; and (3) barriers and facilitators related to sustainability.
For definitional purposes, grantees are defined as SAMHSA-funded SBIRT grant programs, data from six of which are included in the present study. Sites are defined as unique service delivery locations, even if they were contained within the same setting [e.g. an obstetrics and gynecology (OB/GYN) clinic and an in-patient hospital floor would represent two sites within a larger primary care clinic setting]. The six grantees comprised 103 sites. New sites are locations in which SBIRT services were implemented after grant funding ended. Respondents are individuals who were affiliated in some way with the grantees.
Early theories and work on innovations and organizational change [7, 8] have informed the literature on sustainability, much of which comes from studies of corporate systems and/or from rapidly evolving research in educational or medical sectors. In 1998, Shediac-Rizkallah & Bone [9] conducted a literature review to examine indicators that could be used to monitor sustainability of community-based programs over time. They identified three program components that influence sustainability: (1) project design and implementation, including project effectiveness, project duration and project financing; (2) organizational setting, including institutional strength/maturity, integration of the innovation with existing programs/services and program champion/leadership; and (3) the broader community environment, including community participation and socioeconomic and political considerations. They emphasized that sustainability is not a condition to be achieved, but rather a dynamic process that comprises continuous adaptation of goals and strategies as environmental conditions change.
In 2005, Scheirer [10] examined sustainability in a systematic review and synthesis of 19 studies of health-related programs implemented from 1981 to 2004, with a focus upon studies that reported collecting data after initial external funding ended. Scheirer reported that researchers measured sustainability using three primary components: (1) continued program activity; (2) benefits for continuing patients or outcomes for new patients; and (3) maintained community capacity (i.e. continued ability of a community to create and implement programs). Although Scheirer identified numerous limitations in the studies' methods and considered her findings to be 'based on a body of rather weak evidence', her analysis converged none the less on five factors that were important in determining the likelihood and extent of sustainability: (1) easily modified program model and structure; (2) presence of program champion(s); (3) program fits with its host organization's mission, culture and procedures; (4) benefits from the program for staff members and/or patients are readily perceived; and (5) stakeholders in other organizations provide additional support.
Few studies have directly examined factors related to sustaining SBIRT programs. Bernstein and colleagues [11] evaluated the sustainability of SBIRT programs in seven emergency departments (EDs) in Massachusetts. When state funding ended after a 3-year grant cycle, researchers disseminated the SBIRT program to seven ED sites. Five of the seven sites sustained their program through the second year of implementing the SBIRT program. The factors associated with sustained programs were: (1) external funding for start-up and bridge funding to cover program services until reimbursement mechanisms were fully established; (2) local ED staff members who served as champions to resolve territorial issues and promote a cultural shift from traditional substance abuse treatment to the public health harm reduction approach of SBIRT; (3) sustainability planning that involved key stakeholders, such as administrators, billing and information technology departments, community service providers and government agencies; and (4) development and maintenance of a strong treatment referral network.
Davoudi & Rawson [12] described SBIRT implementation challenges and implications for sustainability in a study of five SBIRT sites in California, including one of the SAMHSA SBIRT grant recipients not included in this study. Their research highlighted several factors that influenced the success of SBIRT implementation, including: (1) leadership support; (2) staff availability, willingness and skills; (3) integrating SBIRT into ongoing protocols; (4) screening; (5) patient retention; (6) patient confidentiality; and (7) data monitoring and tracking systems. The authors stated that continued direct funding was important for sustaining and expanding SBIRT, as were (1) promoting SBIRT among health-care leaders; (2) identifying and sharing successful SBIRT models; (3) educating providers about patient confidentiality and reimbursement laws and regulations; (4) providing tailored trainings and ongoing technical assistance; and (5) creating benchmark measures and data collection protocols.
Other researchers have addressed sustainability of SBIRT programs. Gonzales and colleagues [13] evaluated the sustainability of SBIRT in New Mexico, another SAMHSA grant recipient. After the end of the 5-year grant period, the number of clinical sites providing SBIRT services declined from eight US Federally Qualified Health Centers (FQHCs) with 20 sites to three FQHCs with seven sites. The authors identified two factors related to billing that affected program sustainability: (1) the State Human Services Department did not opt to reimburse for SBIRT services through Medicaid, which affected sustainability negatively, and (2) some clinics began to bill private insurers, which bolstered sustainability. Fornili & Alemi [14] considered sustainability in a discussion of SBIRT reimbursement mechanisms and stressed the importance of advocating for policies to ensure that SBIRT reimbursement codes exist and are part of US State Medicaid and US Centers for Medicare and Medicaid Services (CMS) policies.
Although only limited conclusions can be drawn from the health-related program sustainability literature there is a growing, if tentative, consensus about common barriers and facilitators to sustaining programs after an initial period of funding ends. Common themes across sustainability studies include the importance of factors related to funding, staffing, patients and leadership or presence of champions. Many programs begin with initial start-up funds that require programs and organizations to find ways to maintain new services after initial funding ends. Supporting effective programs and services beyond an initial funding period has become a critical performance issue not only for grant recipients, but also for many funding agencies.
This paper adds to the sustainability literature by presenting a descriptive study of sustainability of the first six SAMHSA-funded SBIRT grant programs, where sustainability is defined as sustaining all or most of the SBIRT components using evidence-based methods (e.g. valid and reliable screening instruments) in a medical setting after SBIRT grant funding has ended.
METHODS

Participants
Study data were collected from March 2010 to July 2010, which was 6-18 months after SAMHSA grant funding ended (the period varied because grantees received no-cost extensions of different lengths). Six grantee programs that were funded as part of SAMHSA's first cohort of SBIRT grantees were included in this study; the seventh grantee program was not included because it was still operating with Federal funding when data were collected. This study used a convenience sample of 34 individuals who were affiliated in some way with the original grant-funded program (not including sites that ceased operation during the grant period), including: seven key stakeholders, 17 administrators, four direct service delivery staff members and six local evaluators. No incentives were provided for participation.
Measures and procedures
Participants completed a service delivery table, a financing table, and participated in a semi-structured telephone interview.
Service delivery table
To assess sustainability of SBIRT services, representatives from all six SBIRT grantees were asked to provide written updates (which were discussed in detail during the semistructured telephone interview) about their state or tribal organization's service delivery activities using a service delivery table (original information was collected by the cross-site evaluation team during the grant-funded period). For each site that provided SBIRT services during the funding period and for sites that began to offer these services following the grant funding period, grantee representatives were asked to provide the following information about each site, to the best of their knowledge: 0 = not maintained at all; 1 = maintained in a smaller capacity (e.g. SBIRT services provided on fewer days, for fewer hours per day, or with fewer man hours); 2 = maintained in the same capacity; 3 = maintained in a greater capacity (e.g. SBIRT services on more days, for more hours per day, or with more staff). In addition, for the sites where SBIRT services were maintained, program representatives were asked to provide an explanation for and description of any changes to the model of service delivery. The table was completed initially by individuals who agreed to be a part of the study. Respondents varied in the amounts of information provided, but sufficient material was obtained to permit aggregation of responses to derive general themes.
Financing table
Representatives from all six SBIRT grantees were also asked to provide an estimate of the amount of funding (dollar amount of percentage) for each SBIRT activity [i.e. prescreen, screening, BI, BT and referral to treatment (RT)] in their state or tribal organization that was associated with different funding sources (i.e. Federal grants, foundation grants, State or county funding, Medicare, Medicaid, private insurance/third-party billing, agency funds, other sources).
Semi-structured interviews
Evaluation team members interviewed program representatives by telephone for approximately 1 hour using a semi-structured interview guide that covered the following topics: (1) respondent's involvement in the SBIRT program; (2) description of current screening, BI, BT and RT service delivery (review of service delivery table); (3) barriers and facilitators to sustaining each of the SBIRT service delivery components; (4) review of the program's organizational structure and patient flow for delivering SBIRT services at each site; and (5) financing used to sustain SBIRT services. A total of 27 individual and two group interviews were conducted. Prior to their participation in the interview, participants were advised of the confidentiality of the information they provided (e.g. results presented in aggregate format, specific information provided not linked to the participant or their organization). All interviews were recorded and then transcribed verbatim. Next, the text was cleaned (i.e. evaluators listened to audio, clarified names and acronyms and ensured consistent use of terms), certified (i.e. evaluators ensured conformity of formatting, accuracy and consistency of transcripts) and entered into ATLAS.ti (version 6.2), a qualitative data analysis software package for coding and data analysis. A set of 21 descriptive codes was developed based on the topics covered in the interview guides, and codes were applied to all transcripts following a structured protocol. Next, three teams of two analysts each then conducted an inductive (inferential/interpretive) content analysis of the coded semi-structured interview data. Analysts queried the database independently, extracted relevant text passages associated with the barrier and facilitator codes and identified themes that emerged from the interview content. The two coder-team members conferred on differences and came to a consensus to generate a consolidated analysis both within and across grantees.
RESULTS
Sustained and new SBIRT sites
Participants' responses to the service delivery table were reviewed with them during the telephone interviews. Of the 103 original sites within the six SBIRT programs, 34 sites (33%) completely discontinued providing SBIRT services and 69 sites (67%) continued providing SBIRT services, although often in a reduced or altered capacity. In addition, programs added new sites near the end of or following the funding period, bringing the total number of operational sites to 88. For each of the six SBIRT programs, services were sustained in locations similar to those in which grantees had previously implemented services (e.g. grantees that had provided services previously in hospitals continued to do so; programs that had provided services previously in both hospitals and clinics continued to do so in both settings). Respondents reported that after grant funding ended some sites delivering SBIRT services had a reduced patient flow, discontinued specific service components (e.g. BT) and/or proceeded with fewer or different types of SBIRT providers (e.g. behavioral health counselors instead of SBIRT peer educators). For one program, service delivery was interrupted temporarily while programs and services were restructured after Federal funding ended. At the time that the telephone interviews were conducted, 88 sites (original and new) across the six grantees reported providing SBIRT services (see Table 1 ).
Participants' responses to the financing table (see Methods section) were also reviewed with them during the semi-structured telephone interview. Participants reported at least one major source of funding, as well as additional supplemental funding sources. The most commonly reported funding came from additional Federal grants (n = 5), county funds (n = 4) and/or revenue from billing third-party payers, including private insurers (n = 4). Three grantees utilized organizational or agency funds to sustain SBIRT. Table 2 provides additional details on different post-grant funding sources.
SBIRT service delivery at sustained and new SBIRT sites After SAMHSA grant funding ended, participants indicated that sites were able to continue provided that SBIRT services adapted and redesigned the services based on the needs of the individual site. For example, one site added a universal screening component for patients aged 18-21, whereas another site within the same program moved away from universal screening towards a more targeted approach, screening only when clinical staff detected a possible substance use issue. Another site adapted service delivery by providing SBIRT services that addressed topics in addition to risky alcohol and drug use. Sites in four of six grantee programs moved towards an integrated service delivery model that was broader in scope than only alcohol and drug use, and also offered SBIRT services for conditions with physical health and mental health components (e.g. dementia, somatoform disorder, depression, anxiety, diabetes and other chronic diseases). Representatives from these sites reported that this expanded integrated health model helped to secure additional grants and/or facilitated billing of third-party payers because alcohol and drug screening and BI were packaged as part of a broader holistic public health model.
Sites also made various staffing changes. During the SAMHSA-funded period, all six grantee sites used grant funds to hire and support specialized SBIRT providers who were not originally part of the staff in the health-care setting and were contracted to provide SBIRT services. This contractual approach was not sustained by any program after funding ended. SBIRT providers in five of the six programs were employed instead by the host medical facility, county hospital system or a behavioral health service affiliated with the host medical facility. Four grantee programs hired master's-level clinicians to provide SBIRT services, but two grantees used primarily high school or bachelor's-level-trained behavioral health counselors (e.g. certified alcohol and drug counselors). Respondents indicated that, in rural settings, identifying candidates with appropriate behavioral health backgrounds was extremely challenging, leading some sites to open the SBIRT provider positions to certified medical assistants (CMAs), licensed practical nurses, registered nurses and bachelor's degreeholders who were then trained to provide SBIRT services.
Data collected from the service delivery table (see Methods section) were used to analyze which service delivery components were sustained by each SBIRT site and in what capacity. These data indicated that, during the study period, all active SBIRT sites across the six grantees continued to administer screening, BI and RT. However, only five programs sustained BT, and for these programs BT was conducted at only some of their sites. A summary of SBIRT service delivery across sites as described in the semi-structured interviews and service delivery table is provided in Table 3 .
Barriers and facilitators
Systematic, qualitative analysis of participants' semistructured telephone interview responses to questions about barriers and facilitators to sustainability among other topics (see Methods) led to identification of four primary themes or factors that were reported to influence sustainability: (1) funding; (2) presence of champions; (3) systemic change; and (4) factors related to SBIRT practitioners. The themes, which were developed from the inductive content analysis, are not presented specifically as barriers or facilitators because, depending on the tone or language used, the same theme could represent either a barrier or facilitator to sustainability (e.g. lack of a champion as a barrier and the presence of a champion as a facilitator).
Champions
At least one participant from each program highlighted the importance of having dedicated program champions. These champions, from various departments, facilities, organizations and local, county and state/tribal entities, attempted to facilitate the acceptance of SBIRT through presentations, trainings and educational work-shops. Program champions at five programs worked towards the implementation of HCPCS billing codes for SBIRT services. Two grantees noted that personnel changes left some OB/GYN = obstetrics and gynecology; ED = emergency department; IP = in-patient; FP = family planning; ICU = intensive care unit; OP = out-patient. programs without their initial champions, and cited these changes as a barrier to sustainability. Interviewees across all programs reported that SBIRT staff continuity beyond the grant period facilitated and enhanced acceptance by providers and organizations.
Systemic change
The dissolution of inter-agency partnerships that had been based on SBIRT grant support resulted in reduced RT rates at some sites, which interfered with continuity of care. For one grantee, the BT component of sustained SBIRT service delivery was hindered because some specialty treatment providers would accept patients referred for treatment only after a full assessment (i.e. in addition to an SBIRT screen).
Internal re-organization, changes in leadership or direction and state-level re-structuring challenged the continuity of SBIRT services for three grantees. Representatives from one grantee attributed the lack of state level support to a shifting of resources from existing programs to new initiatives and to difficulty re-allocating block grant funds from existing programs to SBIRT. For two programs, continued service delivery was facilitated by incorporation of SBIRT services into the county/district systems of care and by securing county/district budget funding for SBIRT providers. Some grantees reported that reliance on existing interagency relationships, such as those with community behavioral health programs and partnerships with other organizations (e.g. local universities, insurance companies), helped to sustain SBIRT services.
SBIRT practitioners
According to the interviewees, the availability of the SBIRT practitioner was a key factor for sustainability. Adequate staffing was difficult to sustain at some sites due to fewer staff positions approved than anticipated, breaks in funding leading to staff layoffs and prolonged hiring processes. Another barrier was the lack of coordination of the SBIRT screening with other behavioral health screenings, which was reportedly a source of frustration for the general medical staff. Lack of service continuity and service quality occurred in one medical training setting because medical residents, who were performing SBIRT screenings, rotated quickly in and out of the site. In some cases, the role of the SBIRT practitioner facilitated sustainability, as the SBIRT practitioner was often better suited than other staff members to address community needs (e.g. language, transportation issues). For example, at some sites, the SBIRT practitioner's use of telephone BI or BT increased engagement for patients unable to travel to appointments.
DISCUSSION
As governments look for ways to sustain new programs that were launched with special start-up funding and health-care providers seek ways to provide quality care and meet quality standards, identifying the factors that facilitate or impede maintenance of evidence-based programs such as SBIRT is all the more critical. All grant recipients included in this study planned for sustainability, but their actual ability to sustain SBIRT services varied across programs. After grant funding ended, the six programs sustained some components of SBIRT services at 69 of the sites that originally provided services during the 5-year funding period (approximately 67% of original sites) and implemented some SBIRT services at 19 new sites. To sustain services, these sites made a range of adaptations to SBIRT components, modified their SBIRT protocols, accessed multiple funding sources and worked to maximize facilitators and overcome barriers to develop new SBIRT models that met their needs and could be supported. These findings suggest that, with some modifications, SBIRT can be sustained after an initial period of external funding has ended.
The themes that emerged from analysis of interview data about factors that impeded and facilitated sustainability of SBIRT services were similar to those reported in the literature and included funding, presence of champions, systemic change and factors related to SBIRT practitioners (Scheirer [10] ; Bernstein et al. [11] ; Davoudi & Rawson [12] ). Scheirer [10] noted that one key factor in determining the likelihood and extent of sustainability was having an easily modified program model and structure. Although interviewees in this study did not mention this factor as a barrier or facilitator related to sustainability, grantees adapted their SBIRT models and evidence-based practices after funding ended, as indicated by the data collected from staff members in the service delivery table and themes that emerged from the semi-structured interviews. Participants said that by modifying components of SBIRT, grantees were able to continue providing services at sustained sites and/or new sites. Further study is required to determine which modifications to an evidence-based practice such as SBIRT impact upon the fidelity of the model. Addressing practical considerations to better enable health-care providers in different settings to identify (screen) at-risk patients and deliver appropriate clinical care (BI, BT, RT) is critical for SBIRT implementation to be effective.
Results from this study indicate that adaptability in program structure and service delivery after cessation of grant funding facilitates sustainability, and adequate funding and the presence of champions to help secure that funding are also critical factors. Although identifying ways to secure funds through Medicaid or other billing reimbursement mechanisms seems promising, participants encountered several challenges with this approach. For example, patients often did not want SBIRT service delivery to be recorded in their medical records, perhaps because of stigma associated with having a substance abuse problem. For adoption of services to be sustained, champions may be needed to change attitudes both in the medical setting and in the larger community to address stigma and related factors.
Although the results of this study indicate that modified SBIRT programs are sustainable, several limitations make it difficult to assess sustainability comprehensively for all program sites or to draw conclusions about causes and effects of factors reported to affect sustainability in the sites assessed. Most notably, the study relied principally upon qualitative data derived from interviews with a subset of personnel and did not include a comprehensive survey to obtain information from all sites and all key program staff members. In addition, one of the seven grantees was not included in the sustainability study because it was still operating with Federal funding when data were collected. Finally, due to the largely qualitative nature and the small sample size, analyses did not take into account time since funding loss-which varied as some grantees received nocost extensions-which is an important factor in sustainability of services.
Despite these limitations, findings from this study provide important insights for SBIRT program planners. All grant recipients were required to provide funders with a sustainability plan in their last year of funding. This required all grantees, at minimum, to think about sustainability planning before the funding period ended. However, in practice, grantees varied in their ability to sustain SBIRT services at program sites and encountered different barriers to and facilitators of program sustainability. This evaluation showed that several factors may impact upon the sustainability and function of SBIRT following grant funding. Results suggest that sustainability of SBIRT programs may be more likely when planners (1) identify a champion or leader at each site to facilitate the acceptance of SBIRT and help secure funds to continue providing services; (2) obtain funding from diverse sources; (3) adapt and make program and system changes as needed; and (4) find solutions to manage program staffing challenges (e.g. turnover). Integrating sustainability planning and key elements that facilitate sustainability early in program implementation may allow sustainability to be realized at later program stages (e.g. early identification of a champion, fiscal planning for program integration into budgets several years onwards, managing SBIRT practitioner factors such as support and work-load). Further, after funding ends, program planners may need to consider how best to make necessary modifications to their SBIRT program while maintaining the key elements of the evidence-based practices. Further research is needed to define what constitutes an acceptable evidence-based SBIRT program and which service delivery models are most likely to be sustained after initial grant funding ends.
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Inability to secure additional funding or allocate sufficient funding for SBIRT services was the primary barrier to sustainability discussed by interviewees across the six programs. A key issue was the usefulness and availability of CMS's Healthcare Common Procedure Coding System (HCPCS) codes and the American Medical Association's Current Procedural Terminology (CPT-4) billing codes. The HCPCS and CPT-4 billing codes were in use in some programs, but not in others. Even when patients were covered by Medicaid, interviewees reported problems with limited reimbursement levels and capitated payments. In addition, participants cited patient and provider sensitivity about confidentiality issues (e.g. providers' wariness about substance abuse problems being documented on patients' medical insurance documents) related to billing for behavioral health services. Interviewees indicated that some patients felt that it was shameful to be treated for a substance abuse problem, especially when they did not ask specifically to receive the service (e.g. a screening or BI).
Advance planning to obtain new funding sources was a facilitating factor for the sustainability of SBIRT services. At least one interviewee from each program reported efforts to sustain SBIRT funding that began prior to the end of the grant and continued as administrators and stakeholders at the organizational, county and state levels pushed for implementation of billing codes through HCPCS and private insurance. In addition to implementing the SBIRT billing codes, other funding sources that were used to sustain SBIRT services included Indian Health Services (IHS) funds, billing to private insurers (CPT), internal agency funds, other Federal grants, hospital foundation funds, county funds, hospital district funds, community costsharing agreements with other sites and income from outside trainings and consultations (see Table 2 ).
